appearance of any inflammatory reaction. Similar nodules are present, one in the left iliac fossa, one in the right hypochondrium, one on the anterior surface of the right thigh. On the forearms and legs the skin is hard, tight and firmly bound down to the surrounding tissues; only with difficulty can it be pinched. On the legs it is glazed and marked by numerous scratchings.
The tibiae are tender, especially along the anterior borders; there is some tenderness also of the femora. Muscles: The muscles of the forearm, even when not in contraction, feel hard, the hand-grips are strong in gripping large objects, very feeble when gripping small ones because of the limitation of movement of the fingers. There is slight hardening of the muscles of the upper arms. In the lower limbs all movements are strong, but there is limitation of movement of the left ankle due to the stiffness and want of elasticity of the muscles and subcutaneous tissues. The calf muscles even when relaxed are very firm and the skin is drawn tight over them, there is no wasting or fibrillation. There are no changes in the reflexes, and no sensory loss. The cerebro-spinal fluid is normal, and the Wassermann reaction negative in blood and cerebro-spinal fluid. There are no X-ray changes in the bones or periosteum. The electrical reactions of the muscles are normal.
One of the nodules has been dissected out from the left forearm. During the dissection a dense fibrous aponeurosis was seen tightly ensheathing the muscles. The muscles below this appeared normal. PATHOLOGICAL REPORT. The rounded mass consists of a nodule of fat contained in a capsule of dense fibrous tissue whiclh is infiltrated with small rounded cells and fibroblasts.
DISCUSSION.
Dr. PARKES WEBER said that these cases must not be confused with acute or subacute polyrnyositis, or poly-dermatomyositis, which was an acute infectious disease in which there was fever and which had sometimes been confused with trichinosis in countries where trichinosis occurred. In the present case the muscle seemed little affected, and the condition appeared to be allied to the generalized symmetrical form of sclerodermia. He noted that there was evidence of improvement and would like to know what treatment had been employed.
Dr. WILFRED HARRIS (President) described a case of sclerodermia which started with a sudden attack of vertigo. Later the scleroderimlia disappeared and left the patient with Erb's juvenile type of myopatby.
Dr. J. P. MARTIN replied that the treatment in Dr. Collier's case had been thyroid gland by the mouth, massage, and sinusoidal baths to the hands and feet. HISTORY: Patient at time of admission complained of paralysis of both arms and both legs, and had been unable to walk for three months. Three years ago patient suffered from " pins and needles " in third, fourth and fifth fingers of left hand; this feeling was not present constantly, and most often occurred in the morning. The " pins and needles " spread slowly over the back of the left hand and up the left arm, and he became unable to grasp things with the left hand. In July, 1920, he went to St. Thomas's Hospital and was treated as an out-patient for six months. During that time the left arm got no better and the right began to be affected with the same feeling, but in it the feeling spread from above downwards.
On January 20, 1921, he was admitted to St. Thomas's; before that his legs had been a little shaky but were still strong and did not cause any disability in walking. On admission he was put to bed and four days later when they got him out of bed to weigh him he " could not find any legs " and was unable to stand at all; he could still use his arms ind feed himself.
After three months' treatment he was able to walk again, half a mile or so with assistance, and he was discharged on April 8,, 1921. He became short of breath about July, and when attending as an outpatient ini August, 1921, he had an attack of breathlessness and was readmitted. Whilst in hospital this second time his breathlessness became less, but by remaining in bed he gradually got weaker and became unable to walk except for a few steps. He was sent home in an ambulance in October, 1921.
For the last six months he had been at home and had become rather worse; he had not walked at all for three months. He had been accustomed to get up every day and sit in a chair from 9 o'clock in the morning till 9 at night, being helped out of bed and put back by two friends.
For nearly eight months (since middle of last stay in St. Thomas's) he had been unable to feed himself or use his arms in any way. No trouble with water. Insufficient control of bowels. le had never suffered any pain in body till last few weeks; on admission he had occasional pain in back of neck.
On about a dozen occasions during last three months he had had double vision.
State on admission to the National Hospital: Patient was a man, aged 45. Lips and face cyanosed. He was very helpless and quite unable to move himself in bed. He could nqt raise his head from the pillow. He had a frequent cough. There were occasional r0es and rhonchi over the chest. He was unable to expand his chest owing to paralysis of trunk muscles. Pulserate usually about 96 per minute. The urine contained no albumin. Psychic functions: Intelligence clear; patient gave a good account of his illness. He was querulous and difficult to manage in the ward. No aphasia. No articulatory defect. Cranial nerves: Discs healthy. Pupils equal, regular, react normally. Ptosis both sides, more right than left. External ocular movements full. No diplopia on examination. A few nystagmoid jerks in both eyes on extreme deviation to either side, but especially to the right. Sensation over face normal. Jaw movements strong. Corneal reflex present right and left. In showing teeth left side of mouth not so well retracted as right. Forehead wrinkled and eyebrows raised to compensate for ptosis. Weakness in turning head to either side, especially to left. Backward movement weak also. Sensory functions: no loss to pinprick, cotton wool, heat or cold. Vibration sense lost in both arms and both legs. Sense of position lost in the fingers and in the large joints of right arm; not completely lost in left arm; lost in the toes of both feet and in the ankles. Complete astereognosis.
Motor system: power very variable; after patient had been sitting up for a time he was at his best, and became very helpless after lying in bed. When patient sat in a chair his head fell forward, he could raise it, but soon got tired holding it up. He could only sit in a chair with support, he could not sit up in bed. Muscles of abdomen, chest and back, flabby. There was possibly slight wasting above clavicles. No fibrillation. Both upper limbs were powerless for practical purposes. Arms lay slightly flexed at elbows and wrist, fingers half flexed. Considerable power of lower limbs was present after he had been sitting up. Movements of the left limb genorally weaker than those of the right. Extensor movements strong at knee and ankle, flexion movement weak; power of movement of the toes was fair. The hands were cold and blue and the fingers swollen. Reflexes: Arm-jerks all brisk. Kneejerks + + +. Ankle-jerks present with clonus both sides. Sup. abdominals absent. Plantars extensor right and left. Organic: no incontinence or Tumour in cisterna magna. retention but defective control over both vesical and anal sphincters. Wassermann reaction negative. No change in electrical reactions of muscles. Nothing abnormal in radiogram of cervical spine.
The patient died of hypostatic pneumonia. At the post-mortem examination a large tumour was found filling the cisterna magna.
DESCRIPTION OF SPECIMEN.
The tumour, which weighs 32X5 grm., is firm in consistence and in shape like a pear. It fills and distends the cisterna magna, lying altogether between the arachnoid and the pia mater. The larger end shows a small knob on its upper and posterior surface where it presses against the right lobe of the cerebellum. The tumour lies against the foramen of Magendie, but has caused little hydrocephalus as the foramina of Luschka are unusually wide. The posterior surface of the medulla, from the tip of the calamus scriptorius downwards, is compressed forwards, so that it appears hollowed out. This pressure affects particularly the cuneate and gracile nuclei, the restiform bodies being only compressed at their posterior border. At the lower end of the medulla the tumour passes to the right of the mid-line so that the right dorso-lateral surface of the first cervical segment is somewhat compressed. The cord at this level is much softened.
Microscopical sections show the tumour to be a typical fibrous meningeal endothelioma.
